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service and frequently under great 
hazards. But the community hos­
pital in a metropolftan center is 
sterile. It is an "obstetrical hotel" 
that bears no future fruit. The 
hospital which has five men on its 
staff, each with twenty years in 
obstetrics, and does no teaching is 
wasting a century of valuable ob­
stetrical experience. 
The modern obstetrical unit is a 
living thing; it is a well-organized 
team....-set up, ready and proud to 
challenge the unexpected, the ful­
minating, and impending disaster 
with u ncompromising faith, and 
with a scientific knowledge as com­
plete and as detailed as God has 
given us the power to discover. 
In the light of modern facts 
about obstetrical problems our ob­
ligation to make progress and to 
teach is no longer simply one of 
charity. Our obligation in this re­
gard towards the mothers and ba­
bies of today is one in justice as 
well. 
In the days of the pagan, Hip­
pocrates, it was considered the 
bounden obligation of members of 
the healing art to teach. As fol­
lowers of One who has been rev­
erently called The Divine Physi­
cian, the medical and nursing staffs 
of our Catholic obstetrical hospi­
tals should be honored to emulate 
the example of those who obeyed 
the advice to "go and teach all 
nations." 
[EmToR's NoTE: Dr. Heffernan first con­
sidered some of the material presented 
here when an article he wrote for THE CATHOLIC NURSE appeared in the Decem­
ber, 1954 issue of that publication. We 
asked him to enlarge his thoughts on the 
subject to emphasize the obligation of the 
physician and the hospital to advance 
teaching programs and to develop re­
search.] 
FEDERATION EXECUTIVE BOARD MEETING 
SCHEDULED 
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The Executive Board of the Feder�tion of Catholic 
Physicians' Guilds will meet Dec. 3-4, 1955, beginning at 
9:30 a.m. at Hotel Statler, Boston, Mass. 
The Officers of the Federation and one delegate 
from each active constituent Guild constituting the Board 
will conduct business. 
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One Thousand Cesarean Sections in 
the Modern Era of Obstetrics 
CHARLES LEAVITT SULLIVAN, M.D., and ELMORE M. CAMPBELL, M.D. 
FACTORS RESULTING in the amaz­ing reduction -in maternal mor­
tality in the era of modern obstet­
rics are reflected in the increased 
incidence and safety of cesarean 
section. In the general population 
of the United States the maternal 
mortality in 1953 was less than 6 
per 10,000 live births. In other 
words, there was only 1 maternal 
death for every 1800 births, where­
as only 5 years earlier the ratio 
was 1 in about 950 births, and 10 
years ago 1 in about' 450.6 During 
this period the use of cesarean sec­
tion has increased at least two-fold 
and has replaced the brutalizations 
of craniotomy. accouchement force, 
and the lethal meanderings of 
scientific apprehension. There is, 
of course, a point of diminishing 
returns in this surgical application 
in preference to vaginal delivery 
and it remains for the future to set 
the cesarean section rate at the 
proper level. That we have not 
reached this apogee is evidenced 
by the marked disparity in section 
rates throughout the country, vary­
ing as they do from 0.5 to 14c;1a. 1 
Lahey and Ruzika have pointed 
From St. Elizabeth's Hospital, Boston, Mass.; C. L. S., visiting obstetrician; E. M. C., assistant visiting obstetrician.
Presented at the 1953 Annual Meetingof the Massachusetts Medical Society. We are indebt e d  to Sr. Elizabeth Marie, O.S.F., for her cooperation in this study. 
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out, with data from a large number 
of cases in five teaching hospit,als 
on three continents, that the ex­
pected mortality during any opera­
tion and anesthesia from all causes 
is 1: 1000.4 
Potentialities of Cesarean Section 
Pregnancy is an equal partner­
ship of mother and baby, which is 
dissolved only by the dischai:ge of 
both in good health. Neither an 
abdominal scar, an unwarranted 
fear of the future, the derogation 
of fetal life, nor the indecent pride 
in statistics are considered impor­
tant' enough to alter this philos­
ophy. In the mind of the laity, as 
well as in that of the physician, 
there exists a deep misunderstand­
ing of the potentiality of cesarean 
section. The fact that a pregnant 
woman is as subject to the uncer­
tainties of this mortal existence as 
is her barren sister is readily for­
gotten in the light of the ever­
decreasing maternal mortality rate. 
Nothing in this procedure will mit­
igate a pathologic lesion which 
would have been fatal whether or 
not the woman was pregnant. 
_ For years there has been fos­
tered the concept of cesarean sec­
tion, in many cases, as nothing 
more than a deliberate attempt to 
salvage the life of the child at the 
direct expense of the mother's. De­
N ormandie, reporting on 11, l l 7 
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sections with a mortality rate of 
2.4%, as late as 194:2, did nothing 
to dispel this misinterpretation; in 
his series fully two-thirds of the 
infants born of mothers who died 
of their complications or operations 
survived, and were carried home 
to mother less  childhoods.2 The 
physician deludes himself in think­
ing that abdominal delivery will 
repair the ravages of prenatal an­
oxia or in some fashion mend the 
torn cerebral vessels caused by 
traumatic labor carried too long, or 
that it will add weeks of develop­
ment or ounces of weight to the 
immature or premature  infant. 
There are some, forgetting that 
infection from the lower uterine 
segment and cervix may be spread 
by the lymph and blood systems as 
well as by contiguity, who expect 
the type of section performed to 
eliminate entirely the possibility of 
peritoneal infection. 
Two Approaches to Obstetric 
Problems 
In this search for proper balance 
there is both an academic and a 
practical approach to the problems 
of obstetric pathology. Table 1 
indicates the results in a series of 
TABLE J. 1887 REPORTED CESAREAN 
SECTIONS, 1934-1943 
Incidence 
Private W a,d 
( o/o) ( o/o) Difference 
6.7 3.2 Yi fre-
quency 
Morbidity 16.5 24.5 50o/o higher 
Maternal mortality 1.1 1.4 3 maternal 
deaths/ 
1000 
higher 
Fetal mortality 5.5 7.8 40o/o higher 
1887 cesarean sections, delineating 
the difference between the two.3 
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With half the number of cesarean 
sections on the ward side, in those 
cases where the operation was 
eventually p erformed, the fetal 
mortality associated with it was 
4:0% higher than in private cases, 
the maternal morbidity was 50% 
greater, and maternal mortality in­
creased by 3 maternal deaths per 
thousand. It is clear that to press 
too hard in an effort to keep the 
incidence of abdominal delivery at 
a low level will place an unwar­
ranted burden on those whose con­
dition eventually will require de­
livery by cesarean section. 
Material and Method 
The material presented repre­
sents a series of 1000 consecutive 
cesarean sections performed by the 
staff of St. Elizabeth's Hospital, 
dating to January 194:6, and en­
compasses a total of 12,995 live 
births ( a rate of 7.7%). 
It is obvious that the validity of 
an accepted indication for the per­
formance of cesarean section does 
not always exist to the same degree 
in different patients. Therefore, 
the decision for its use in an indi­
vidual situation would preferably 
· be based on an assay of its poten­
tial in realizing the objectives de­
sired, rather than on a study of
results obtained from its perfor­
mance on the basis of diagnosis of
underlying obstetric pathology.
This is a novel method of analysis.
We have therefore divided our
sections into three groups - pri­
marily in the maternal interest,
primarily in the fetal interest, or
equally in the maternal and fetal
interest; secondly, by classification
-elective, selective, or emergency.
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Indications for Cesarean Section 
Table 2 shows the indications 
for the cesarean sections in this 
TABLE 2. INDICATIONS BY INTEREST IN 
1000 CESAREAN SECTIONS 
Maternal 
Fetal 
Common 
o/o 
11.2 
34.0 
54.8 
series. In over half both the moth­
er and infant were involved equal­
ly in the obstetric pathology at the 
time of t'he operation. On the other 
hand, three times more cesarean 
sections were done in the- hope of 
obtaining a live and unharmed in­
fant than for a predominantly ma­
ternal indication. This situation 
never would have prevailed 50, or 
even 10 years ago, when this oper­
ation was a formidable procedure 
with a maternal mortality rate of 
2.4:%2, 
Classification of Cesarean Section 
In Table 3 are given the three 
classifications - elective, selective, 
and emergency. The first and last 
designations require no definition; 
the selective cesarean sections were 
those performed when an obstetric 
condition made abdominal delivery 
seem probably, but not absolutely, 
TABLE 3. PERCENTAGE OF PRIMARY AND 
REPEAT CESAREAN SECTIONS BY 
CLASSIFICATION 
Classification 
Primary 
(53.2o/o) 
Elective 
Selective 
Emergency 
Repeat 
(46.8%) 
Elective 
Selective 
Emergency 
NOVEMBER. 1955 
20.1 
18.3 
14.8 
43.9 
0.4 
2.5 
the best way to attain our stated 
goal. There were 532 primary and 
468 repeat operations, an incidence 
of 4.3% and 3.7%, respectively. It 
is worthwhile to note that there 
were almost six times more primary 
emergency cesarean sections than 
TABLE 4. DATA OF TABLE 3, SUBDIVIDED 
Primary 
Elective 
Selective 
Emergency 
Repeat 
Elective 
Selective 
Emergency 
BY OBJECTIVE 
Matemal Fetal Common 
(%) (o/o) (%) 
4.7 13.3 2.1 
1.6 13.6 3.1 
4.5 6.0 4.3 
0.1 0.8 43.0 
0.0 0.0 0.4 
0.3 0.3 1.9 
TIT 34.0 54.8 
repeat emergency procedures: This 
testifies to the evanescent character 
of many obstetr ic  catastrophies, 
and is of course, a stimulus to fur­
ther investigation of the probable 
cost of vaginal delivery where there 
has been a previous cesarean sec­
tion. 
It can be shown from Table 4: 
that 329, or 61 % . of the 532 pri­
mary cesarean sections were done 
in the hope of more safely deliver­
ing a normal healthy infant in spite 
of the existing obstetric pathology 
or situation. This was about three 
times greater than when the exist­
ing obstetric pathology requiring 
cesarean section affected primarily 
the maternal organism. In the re� 
peat section the majority. or 92%, 
were done in the corresponding 
interest of both, as we believe this 
situation to be equally dangerous 
both to mother and child. 
Morbidity 
The sire of maternal mortality in 
cesarean section is morbidity. In 
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this series, using the International 
Standard of 100.4° F. on any two 
successive days after the first post­
operative day, the morbidity was 
14.6%. Table 5 shows morbidity 
TABLE 5. RELATION OF MORBIDITY TO 
INDICATION 
Indication Cases % Morbid 
Maternal 112 19 
Fetal 340 19 
Common 548 II 
TOTAL 1000 14.6 
in relation to the interest of the 
indications. In summary, it was no 
more dangerous to perform the 
operation in the interest of the 
mother than when the child was 
the chief concern. 
CLASSIFICA TION OF SECTION. 
TABLE 6. RELATION OF MORBIDITY TO
CLASSIFICATION 
Classification Cases % Morbid 
Primary 17+ Elective 201 
Selective 183 21 
Emergency 148 18+ 
Repeat 
9+ Elective 439 
Selective 4 50 
. Emergency 25 16 
Table 6 shows the morbidity in 
relation to the classification of the 
cesarean  section. The primary 
elective section has almost twice 
the morbidity of the repeat in the 
same category. Just why this is so 
is not clear. The selective group, 
done principally in the interest of 
the infant, shows the highest ma­
ternal morbidity. It is in this group 
that procrastination most often oc­
curs, and 63% of the cesarean sec­
tions were done because of relative 
cephalopelvic disproport ion and 
uterine inertia. 
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TYPE OF SECTION. Table 7 re­
TABLE 7. RELATION OF MORBIDITY TO
TYPE OF CESAREAN SECTION 
Morbid 
Average 
Total % days 
Lower segment 836 14 3.6 
Extra peritoneal 101 13 2.4 
Classical 36 14 8.0 
Hysterectomy 27 44 2.8 
fers to the types of cesarean sec­
tion. The predilection for the lower 
segment operation is obvious, this 
type comprising 83.6% of the total. 
In the extraperitoneal group we 
have included only those cases in 
which the bladder was dissected 
from the peritoneal fold without
puncture of the latter, regardless 
of subsequent repair, either before 
or after incision into the uterus. 
The average number of days of 
morbidity in each type is of inter­
est to those who advocate the 
extra-peritoneal approach for in­
fected or potentially infected pa­
tients. Although the basic morbidity 
rate for the extraperitoneal cesar­
ean section is the same as the low 
segment operation, the true superi­
ority of the former is indicated by 
a 33% decrease in duration of 
· morbidity. 65% of the extraperi­
toneal operations were in the selec-·
tive or emergen c y  classificatio11
with their higher morbidity rate.
Of the classical sections, 26 were
by choice of the operator and 10
were by necessity, because of adhe­
sions of large veins covering the
lower uterine segment. The out­
moded classical procedure  pro­
duced the same tot a l  morbidity
rate, by patient, as did the other
two types, but three times the mor­
bidity by days of the extraperito-
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neal, and twice that of the low seg­
ment operation. Hysterectomy for 
infection is a valid procedure, as 
its morbidity by days indicates. 
Hysterectomy in our hospital is 
done only on grave indication, 
which accounts for the high mor­
bidity rate by case. 
NUMBER OF PREVIOUS SEC­
TIONS. Table 8 indicates that the 
number of previous sections did not 
affect the morbidity rate. The uteri 
in this series were subject to 744 
TABLE 8. RELATIO OF MORBIDITY TO
NUMBER OF PREVIOUS CESAREAN 
SECTIONS 
No. of previous 
cesarean sections Cases '7o Morbid 
O 532 19 1 278 10 2 133 13 3 37 11 ·4 13 15 5 5 0 
6 2 0 
TOTAL 1000 (744 previous
sections) 
In patients with no previous sections, 19% morbidity; with one or more, I 0% 
average morbidity. 
incisions previous to the start of 
this series and constitute a group 
of 1212 repeat sections without a 
maternal death. We believe that 
the use of the lower uterine inci­
sion makes sterilization of the pa­
tient unnecessary. Irving, with an 
incidence of 54.6<fo of classical ce­
sarean sections, reported a 24.4o/o 
sterilization rate, of which 66.4% 
were on the basis of previous sec­
tion, and in c luded 12 ruptured 
uteri, all of which were removed.3 
E TIOLOGY. In all cesarean sec­
tion studies, hemorrhage, shock, 
sepsis, and pulmonary emboli ac­
count for the major portion of the 
maternal mortality and morbidity. 
NOVEMBER, 1955 
In L� ors lasting over 12 hours be­
fore operation the morbidity rate 
doL.bled, and with ruptured mem­
branes of the same duration it al­
most tripled. Postoperative anti­
biotics, principally penicillin, were 
used in all morbid cases and in a 
total of 431 cases postoperatively 
as a prophylactic measure. 
Table 9 shows that shock oc-
TABLE 9. SHOCK IN: 85 CASES OF 
MATERNA!. MORBIDITY (ALL INDICATIONS) 
Classification 
Primary 
Elective 
Selective 
Emrrgency 
Repeat 
Elective 
Selecti •e 
Emergency 
TOTAL 
No. cases 
14 9 26 
32 0 4 85 
Indications: Maternal. 20; fetal, 20; 
common, 45. 
curred in 8.5'/o of the cases. It was 
twice as frequent when the opera­
tion was done for com - on mater­
nal and fetus indications, and was 
three times more frequent in tne 
emergency operation. Eighty-nine 
patients were transfused without 
untoward reactions. The presence 
of shock doubled t h e  maternal 
TABLE 10. CAUSES OF MoRBIDITY
( INTRINSIC SEPSIS) 
Complication 
Paralytic ileus 
Endometritis 
Parametritis 
Wound sepsis 
No. of cases 
58 9 1 6 
morbidity rate. It is obvious that
no cesarean section should be
started without at least one pint of
properly matched blood available.
Of the 146 morbid cases it was
possible to determine the .cause �fmorbidity in 132, as indicated m
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Table 10. Sixty-eight of these in­volved. uterine or abdominal sepsis.In patients with this complication the two most common indication� and classifications were primary s�lective and repeat elective opera­t10ns. The interesting fact that Wagenst e en s uct ion  was not needed in any case successfully d�n� extraperitoneally, indicat es mm1mal peritoneal irritation with this procedure. 
Uterine Rupture 
'!'he 3 r uptur ed uteri in this 
senes all occurred in patients with a previous classical section. Two resulted in the loss of the uterus and all 3 occurred before 38 week� afo? �he last menstrual period, which is the time of choice for re­peat sections. Two of the three mfants were stillborn and one at 36 weeks of age, survived. It has been. adequately shown that the c:ass1cal scar has twice the poten­tial of rupture than does the lower 
segment scar, which is one more reason against the use of th I . . 1 e c as-s1ca section. 
Hysterectomy Table 11 shows that of 27 h terectomies, 14 were primary fnsd 
TABLE 11. INDICATIONS FOR 
HYSTERECTOMY 
No. of cases 
Fibroid uterus 4 
Ruptured uteri 2 
Poor scar 
Hemorrhage 
6 
Couvelaire uterus 
1 j 
Placenta accreta 1 13 . m �epeat cesarean sections . Ten were m s e l e ct· 1v e or emergency pr.ocedures and 4 were associated with afibrinogenemia. In 7 the indi-
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cation was maternal; fetal in 4; and in 16 both mother and infant were involved equally. The hysterect­omy rate for pathologic uteri was 
2.7Cjlo. Twenty of these women were over 35 years and 25 were over 30. 
Of the 6 done for poor scars, 5 were lower segment and one class­ical.. One patient had 3 previous 
sections ; 1 with delayed hemor­rha�e from the scar, had 1 previous 
section; and 4 had 2 previous sec­�ions. Of the latter group, 2 were m association with placenta previa. In this group of repeat sections, 735 out of 744 previous uterine in­cisions were adequate at the time of the latest operation. Four of the 9 ina cl e quat e scars were of the classical type and 3 of the 5 re­maining low segment types were complioated by further obstetric pathology. Eleven uteri were re­moved for lack of tone resulting i hemorrhage. This is a much higher incidence of hysterectomy for hem­orrhage than in patients delivered vaginally-apparently the surgi­cally exposed uterus is more vul­nerable to the fears of the obstetri--. �ian. The lower segment operatio1, ts 1:1ore liable to incur this compli­�atio� becaus e  the uterine operat-­mg site distorts the normal axis oft�e. uterus, contributing to the ato­mc1ty. S�ven of these were pri­mary sect10ns. This is another rea­
son why p re o perative ly  typed blood is mandatory for all contem­plated cesarean sections. The mor­bidity in our series for hysterec­tomy was high, and the reason lies in the indication for the operation. !h� true value for the procedure is md1cated in the low number of 
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days of morbidity, which almost approximates that of the extraperi­toneal cesarean section. 
Maternal Mortality It is obvious that our staff prac­tically always follows the dictate of once a cesarean section, always a cesarean section, and in our opin­ion the proponents  of delivery through the vagina following ce­sarean section in selective cases have not collected sufficient mate­rial to prove otherwise. 
In this series of 1000 consecu­tive cesarean sections , 3 �others died, a mortality rate of 0.3 o/o. The first was a true obstetric death in a patient 28 weeks pregnant who had had a previous myomectomy. The indication for the section was possible rupture of the uterus. A thorough work-up to rule out pos­sible extraneous cause, from flat abdominal plates for the possibility of a ruptured viscus through amy­lase tests to rule out pancreatitis. left no other possible diagnosis. The uterus was intact, and after negative investigation of its interior for a possible nontoxic separation, there developed intractable gener­alized hemorrhage  resulting in death. The blood findings in this oase led to the theory of possible afibrinogenopenia, e sp e d a 11 y re­lated to pregnancy, and the ulti­mate discovery of the validity of 
such a hypothesis one year later.5 The second death was in a patient who proved to have a complete volvulus of the small bowel and the cesarean section was  done merely to present to the abdominal surgeons a field in which to evalu­ate the most important preopera-
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tive findings of free chyle in the peritoneal cavity. The third section ending fatally was an elective pro­cedure done at term, before labor, to salvage a normal baby in a woman in extremis from rupture of a congenital cere bra l  aneurysm. This death is reported in detail elsewhere. 7 None of the 3 deaths was in any way associated with the technic of cesarean section, and all were em ergency  procedures. Two were primary sections; the in­dications were maternal. fetal. and of equal interest. Only in the case of the vascular accident was an infant salvaged. 
Neonatal Mortality 
Table 12 shows the indications and classifications of cases in which neonatal  death occurred. Cor­rected, for 8 cases each of erythro­blastosis and major congenital ano­malies incompatible with life. the rate was 44 per 1000 sections. The emergency procedure accounted for 61 o/a of the infant mortality. Primary and repeat elective sec­tions had about the same fetal loss-a reminder that as primary elec­tive sections are g e nerally per­formed .at term and repeat sections at 38 weeks there is another factor besides fetal weight influencing fe­tal mortality in delivery by this procedure . It is recognized that, .without complicating obstetric pa­thology. the safest method of de­livery is via the natural passage. In 565 elective operations in this 
series, which involved, therefore, 
existing but only potential obstetric defection. the neonatal loss was 7 infants of those weighing 2500 Gm. or more, without congenital 123 
deformity. This constitutes a fetal 
TABLE 12. INDICATIONS AND CLASSIFICA• 
TIONS FOR CESAREAN SECTIONS RESULTING 
IN NEONATAL DEATHa 
Total 
cases No. o/o 
Maternal indication 112 19 17 
Fetal indication 340 9 3 
Common indication 548 16 3 
TOTALS 1000 44 
Primary 
Elective 201 5 2.4 
Selective 183 2 1.9 
Emergency 148 22 15 
Repeat 
Elective 439 10 2.3 
Selective 4 0 0 
Emergency 25 5 20 
TOTALS 1000 44 
*Corrected for congenital anomaly and
erythroblastosis. 
risk of about 12 infants for every 
1000 elective sections. and should 
serve as a guide in assaying the 
potential risk of an obstetric situa­
tion versus the hazard to the infant 
of delivery by the abdominal route. 
Six of these deaths were due to 
abnormal p ulmonary  ventilation 
and 1 to anoxia. The duration of 
labor or rupture  of membranes 
prior to operation were not impor­
tant factors-in contrast to mater­
nal morbidity under the same dr­
cumstances-and the primary elec-
tive section is probably best per­
formed after about 6 hours of labor 
or 12 hours after the membranes 
rupture, in the interest of condi­
tioning the infant to extrauterine 
existence. Half the neonatal deaths 
were associated with antenatal ma­
ternal hemorrhage. Maternal mor­
bidity doubled when the obstetric 
situation was s e v e r e  e nough to 
cause neonatal death. 
Table 13 indicates that the num­
ber of previous sections did not in-
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TABLE 13. NUMBER OF PREVIOUS SEC•
TIONS IN RELATION TO NEONATAL 
MORTALITY (UNCORRECTED) 
'No. of 
previous Neonatal 
sections deaths Stillborn 
0 36 15 
1 11 9 
2 6 3 
3 5 0 
4 1 0 
5 1 0 
TOTALS 60 27 
fluence neonatal mortality rate. As 
noted above, repeat sections did 
not increase the maternal risk. 
PREMATURITY. The incidence of 
prematurity by weight was 16.7%, 
over twice the usual hospital rate, 
as indicated in Table 14. Sixteen 
TARLE 14. INDICATIONS AND CLASSIFICA•
TIONS OF CESAREAN SECTIONS RESULTING 
IN PREMATURE INFANTS 
Total No. o/o 
Maternal indication 112 42 38 
Fetal indication 340 48 14+ 
Common indication 548 77 14+ 
TOTALS 1000 167 
Primary 
Elective 201 28 17 
Selective 183 18 11 
Emergency 148 67 40+ 
Repeat 
Elective 439 37 22 
Selective 4 3 2 
Emergency 25 14 8+ 
TOTALS 1000 167 
of the 167 prematures were still­
born; two-thirds were under 38 
weeks' gestational age. Two-thirds 
were in the primary section group 
and almost one-half were associ­
ated with antep artum maternal 
hemorrhage. Thirty-two of the 151 
live born prematures died neonat­
ally, accounting for 63o/o of the 
total neonatal mortality. Four of 
these deaths were from a major 
congenital anomaly or erythroblas­
tosis. 
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It is noteworthy that 39o/o of the 
prematures were in the elective 
procedures, further indication that 
the estimate of fetal size in utero 
is hazardous at best. As indicated 
above, in primary elective sections 
it is best to have some labor. In 
TABLE 15. INDICATIONS AND CLASSIFICA·
TIONS OF CESAREAN SECTIONS RESULTING 
IN STILLBIRTHS 
Ante- Infra-
partum partum 
Maternal indication 23 3 
Fetal indication- 0 1 
Common indication 0 0 
TOTALS 23 4 
Primary 
Elective 0 0 
Selective 0 1 
Emergency 14 2 
Repeat 
Elective 4 0 
Selective 0 0 
I;:mergency 5 1 
repeat elective sections. inasmuch 
as those uteri foreordained to rup­
ture in a given pregnancy generally 
do so by 38 weeks, there should 
be no hesitancy in waiting further 
in the interests of obtaining a more 
mature infant. The corrected neo­
natal death rate for prematurity 
was l 9o/a. and 43o/a of these deaths 
were associated with antepartum 
maternal hemorrhage. About 50o/a 
of the prematures were the prod­
ucts of obstetric pathology jeopar­
dizing both the i n f a n t  and the 
mother equally before birth. 
Feta! Mortality 
Table 15 shows the indications 
and classifications for the cesarean 
sections resulting in the 27 still­
born infants in this series. Over 
half the mothers had toxemia; 20 
of the infants were under 38 weeks' 
gestational age. Only 1 stillborn 
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was subjected to a labor of 18 
hours or more, and only 1 infant 
was lost during the cesarean sec­
tion procedure, which was done 
primarily for its benefit. The ma­
ternal morbidity was two and a 
half times as great as the average­
when the infant was stillborn. 
Summary 
The factors r e sult ing in the 
amazing reduction in maternal mor­
tality in the era of modern obstet­
rics is reflected in the increased 
safety of cesarean section with an 
increase in the utilization of this 
method of delivery. Neither the 
true incidence of necessity nor the 
point of diminishing returns has 
been determined. 
The apogee of obstetric practice 
is the delivery of a healthy infant 
by a healthy mother and until this 
is accomplished the maternal-fetal 
relationship is an insoluble equal 
partnership. 
The motivation to perform a ce­
sarean section is not always the di­
agnosis of obstetric pathology but 
rather the reflection of this defec­
tion on maternal or fetal welfare, 
or both. One thousand cesarean 
sections in the modern era have 
been presented, which were evalu­
ated on the basis of the immediate 
purpose of the operation rather 
than obstetric diagnosis. 
Primary cesarean sections were 
done three times more commonly 
in. the fetal than in the maternal 
interest. but it was no more dan­
gerous to perform the operation in 
the interest of the mother than in 
that of the child. 
The number of previous cesar­
ean sections did not increase the 
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morbidity rate of the present sec­
tion, nor was the neonatal mortal­
ity rate increased by the number of 
previous sections. 
The risk to a normal  infant 
weighing 2500 Gm. or more, being 
born to a mother with existing but 
only potential obstetric pathology 
in elective section, is 12 per 1000. 
Sterilization after cesarean sec­
tion is unnecessary. When it is 
done, it is either due to the sacri­
fice of medical integrity to the un­
warranted assumption of a "social 
indication," or is a result of the 
failure to employ modern surgical 
technics. 
Four hundred and eighteen pa­
tients had a repeat section after 
this s tudy had been  completed 
( Table A}, with a 3.1 o/a maternal 
morbidity rate and no maternal 
mortality. One uterus ruptured at 
32 weeks in a patient who had had 
1 previous classical cesarean sec­
tion. The entire group is comprised 
of a total of 1630 repeat sections 
without maternal mortal i t y  and 
1208 intact uteri, at the time of 
subsequent section, out of 1212 
subjected to pre vious  incisions. 
There was 1 inadequate scar in a 
third section, which required hys­
terectomy at ensuing section. The 
four ruptured uteri in the entire 
series all followed 1 previous class­
ical section and all occurred before 
38 weeks gestation. 
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126 LIN ACRE QUARTERLY 
What Must the Cancer Patient Be Told? 
JOHN J. LYNCH, S.J. 
CATHOLIC PHYSICIANS in generalhave no quarre l  with  that
paragraph in our Ethical and Reli­
gious Directives �hich reads as 
follows: "Everyone has the right 
and duty to prepare for the solemn 
moment of death. Unless  it is 
clear, therefore, · that a dying pa­
tient is already well prepared for 
death, as regards both temporal 
and spiritual affairs, it is the phy­
sician's duty to inform, or to have 
some responsible person inform, 
him of his critical condition." Such 
are. the values at stake in the face 
of approaching death that it is not 
too difficult to discern the doctor's 
primary obligation in these circum­
stances. Whatever doubts may be 
occasioned by the explicit wording 
of the directive are amply clarified 
by the comments of Fr. Gerald 
Kelly, S.J ., in Medico-Moral Prob­
lems, II, 7-9, and in LINACR E 
QUARTERLY, August 1955, 95-97. 
But not so evident perhaps is the 
answer to a further question which 
is not expressly provided for in the 
Directives and which is being asked 
with increasing frequency. Should 
the cancer patient be told the na­
ture of his disease? Is there any 
moral principle which obliges a 
doctor to reveal his diagnosis of 
oancer, or is he justified in with­
holding that information even if 
the patient asks the question direct? 
Some doctors have solved the 
problem for themselves in universal 
NOVEMBER, 1955 
terms, and maintain that the fact 
of cancer should never be revealed 
to a patient, even if a lie is neces­
sary in order to conceal the truth.1 
To my knowledge, only one pro­
fessed ethician ( not a Catholic) 
has defended the other extreme 
and insisted that all diagnostic data 
belongs to the patient by strict 
right and cannot licitly be withheld 
from him.2 Catholic moralists who 
have considered the problem �dopt 
a more conservative position, and 
prefer not to speak a priori of 
either alternative in terms of strict 
obligation. They exclude the lie, 
of course, from among the legiti­
mate means of concealing the truth. 
But they do make provision for a 
choice according to the circum­
stances of individual cases. And 
the ultimate decision - whether 
tactfully to reveal the truth or to 
withhold it by some legitimate eva­
sion - they leave to the doctor's 
prudent judgment as to what is 
best for the individual patient.3 
One gets the impression, how­
ever, that doctors are not always 
1 For one sampling of varied medical 
opinion on this question, cf. GP, Sep­
tember 1954, 7 4-84. 
2 Joseph Fletcher, Morals and Medicine, 
Ch. 2, "Medical Diagnosis: Our Right 
to Know the Truth." 
3 John A. Goodwine in America, 28 May 
1955, 236-38; Gerald Kelly, S.J., in Linacre Quarterly, August 1955, 96, and 
Medico-Moral Problems, II, 8; Jules Pa­
quin, S.J., Morale et Medecine, 409; G. 
Payen, S.J., Deontologie Medicale, 125-
26. 
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